Background: Patients with obstructive sleep apnea-hypopnea syndrome (OSAHS) present with a variety of sleep-related symptoms. In polysomnography, sleep architecture is almost always abnormal, but it is not known which of the sleep-stage abnormalities are related to symptoms. Finding key sleep-stage abnormality that cause symptoms may be of therapeutic importance to alleviate symptoms. So far the mainstay of treatment is continuous positive airway pressure (CPAP)/bi-level positive airway pressure (BIPAP) therapy, but many patients are non-compliant to it. Correcting the sleep-stage abnormality that cause symptoms by pharmacotherapy may become an important adjunct to CPAP/BIPAP therapy. Methods: A cross-sectional study. Adult subjects who attended a sleep laboratory for diagnostic polysomnography for a period of 1 month were recruited consecutively. OSAHS was diagnosed using American Academy of Sleep Medicine criteria. Subjects filled a questionnaire for symptoms prior to polysomnography. Results: Thirty subjects, of whom 83.3% were obese, met diagnostic criteria, with males constituting 46.7% and females constituting 53%. Mean age was 53.40911.60 years. Sleep architecture comprised N1 19.509 19.00%, N2 53.93913.39%, N3 3.90919.50%, and rapid eye movement 8.9296.21%. Excessive fatigue or sleepiness, waking up tired, falling asleep during the day, trouble paying attention, snoring and insomnia were significantly related to decreased N3 sleep. Conclusions: Most of the symptoms in OSAHS in adults are related to decreased stage N3 sleep. If confirmed by larger controlled studies, correcting N3 sleep deficiency by pharmacotherapy may become an important adjunct to CPAP/BIPAP therapy to alleviate symptoms.
S
leep architecture refers to the basic structural organization of normal sleep (1) . There are two types of sleep, non-rapid eye movement (NREM) sleep and rapid eye movement (REM) sleep. NREM sleep is further divided into three sub-stages: stage N1, stage N2, and stage N3, according to current sleep scoring rules by American Academy of Sleep Medicine (AASM) (2) . To note that, older sleep scoring rules had four stages of NREM sleep, but in the current scoring system, stage N3 and stage N4 combined as stage N3 (3) . Each stage has its unique characteristics including variations in brain wave patterns, eye movements, and muscle tone. A sleep episode normally begins with a short period of NREM stage 1 progressing through stage 2, followed by stage 3 and finally to REM (1) . Over the course of the sleep period, NREM sleep and REM sleep alternate cyclically every 90Á120 min. Normal sleep architecture comprises stage N1 2Á5%, stage N2 45Á55%, stage N3 15Á25%, and REM 20Á25% of total sleep time (TST) (4Á7).
Obstructive sleep apnea-hypopnea syndrome (OSAHS) is a common disorder affecting at least 2 to 4% of the adult population in the United States (8, 9) . Sleep is fragmented by frequent arousals with increase in stage N1 sleep and decrease in stage N3 sleep and REM sleep (10Á18). Patients with OSAHS experience many sleeprelated symptoms, including poor cognitive performance, and are subject to various complications. Positive airway pressure in the form of continuous positive airway pressure (CPAP)/bi-level positive airway pressure (BIPAP) is the mainstay of treatment to prevent airway collapse during sleep, which is the fundamental abnormality in OSAHS. Unfortunately, many patients are non-compliant to CPAP/BIPAP mainly due to discomfort of using the machine. If the symptoms can be attributed to a particular sleep-stage abnormality, therapeutic modality to correct that abnormality may become an important adjunct to CPAP/BIPAP therapy to alleviate symptoms and or complications.
Materials and methods
This is a cross-sectional study. Subjects aged 18 years or older who attended a hospital sleep laboratory for diagnostic polysomnography during a 1-month period were recruited consecutively. A diagnosis of OSAHS was made if apnea-hypopnea index (AHI) score was 5 or more, according to AASM criteria (8) . Those who met the diagnostic criteria for OSAHS were included for analysis. Mild, moderate, and severe OSAHS were defined as AHI of 5 to B15, 15 to 30, and !30, respectively (8) .
Subjects filled a questionnaire for symptoms before the overnight polysomnography. Following symptoms were assessed in the questionnaire: excessive fatigue or sleepiness, falling asleep during the day, waking up tired, inattention (trouble paying attention due to sleepiness), snoring, stopped breathing during sleep, insomnia and leg jerks during sleep. Symptoms were graded as 0 if absent, 1 if sometimes, 2 if usually, and 3 if almost always present. This ranking of severity of symptoms was used in Spearman's correlation test.
Subjects who attended for positive airway pressure (PAP) titration studies were excluded from the study. This is because polysomnograhic abnormalities during titration studies do not reflect the baseline abnormalities.
Polysomnograms were scored manually following AASM scoring manual (2). Data were analyzed using SPSS version 20. Sleep stages were presented as percentages of TST. Mean and standard deviation were used for normally distributed data and median and interquartile ranges were used for non-normally distributed data.
ShapiroÁWilk test was used for normality of data distribution. Spearman's test was used to see any significant correlation. P B0.05 was considered significant. Table 1 .
Results
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Sleep architecture and AHI are presented in Table 2 .
We did Spearman's rank correlation between symptoms and sleep architecture. Results are presented in Table 3 .
Discussion
Most of the patients were obese older adults with slight female predominance. Sleep onset was normal but TST and sleep efficiency were low. There were frequent arousals with increased stage N1 and high normal stage N2 sleep. Stage N3 and REM sleep were low. Most patients were symptomatic and snoring was present in almost all of them. In Spearman's rank correlation, the more the subjects were deprived of N3 sleep, the more they complained of snoring, excessive fatigue, sleepiness, falling asleep during the day, trouble paying attention, and insomnia. None of the symptoms were related to other sleep-stage abnormalities. Frequent arousal during sleep correlated with frequent complaints of insomnia. Median sleep efficiency was low, but those who had relatively better sleep efficiency, they complained more of waking up tired. Although AHI correlated with most of the sleep architecture abnormalities, it had no relationship with any of the symptoms. AHI also did not correlate with Epworth sleepiness scale, which is on par with findings described in other studies (19, 20) . If the 
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findings of this study can be confirmed by larger controlled studies, correcting stage N3 sleep deficiency by PAP or pharmacotherapy may result in symptomatic improvement in patients with obstructive sleep apneahypopnea syndrome.
Conclusions
Most of the symptoms in obstructive sleep apneahypopnea syndrome in adults are related to decreased stage N3 sleep. If confirmed by larger controlled studies, correcting stage N3 sleep deficiency by pharmacological 
